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Introduction
The benefit of managing cardiovascular risk factors among people with type 2 diabetes is well established [1] . However, effective implementation of evidence-based treatment is challenging. Studies suggest that many patients do not receive care according to current guidelines [2] . Changing health practitioner behaviour and their treatment schemes is not straightforward [3] . To improve the process of diabetes care, multifaceted professional interventions and organisational interventions that facilitate structured and regular review of patients have been shown to be effective in improving implementation of evidence-based treatment among clinicians [4] .
In the Danish arm of the ADDITION trial, 175 general practices were cluster randomised to routine care or to receive training and support in the implementation of an intensive diabetes treatment program for individuals with screen-detected diabetes [5] . The ADDITION trial intervention was associated with a significant increase in redeemed cardio-protective medication and a non-significant 17% risk reduction in CVD events over five-years of follow-up [6] . Given the positive changes we managed to affect in health practitioner behaviour in the intensive treatment practices, we wanted to investigate whether the education and guidelines we offered them may also have had an impact on the management of patients with clinically-diagnosed diabetes. In the few studies which have examined the potential spill-over effect of a trial intervention in general practice, one found that no evidence for a spill-over effect in treatment from diabetes patients to those at high risk of developing diabetes [7] , while another showed a positive change in practitioner behaviour in both control and intervention groups [8] .
In order to assess a potential spill-over effect of the trial intervention among practices taking part in ADDITION-Denmark, we used national registry data to compare rates of redeemed cardio-protective medication, morbidity and mortality among people with clinically-diagnosed diabetes in the routine care and intensive treatment trial groups.
Materials and Methods
Study design-The ADDITION trial ADDITION-Denmark consists of two phases: (i) a pragmatic screening programme, and (ii) a cluster-randomised parallel-group trial comparing the effects of intensive multifactorial treatment with routine care among individuals with screen-detected type 2 diabetes [5, 6] 
Intervention
GPs and nurses received training and support in delivering intensive treatment via small group or practice-based educational meetings where treatment targets / algorithms, lifestyle advice, and supporting evidence were discussed. Patient audit and feedback was completed in face-to-face meetings held up to twice a year or was coordinated by post. Intensive treatment practices received additional funding to support the delivery of care, which included targetdriven management of hyperglycaemia, blood pressure, and cholesterol levels by medical treatment and promotion of healthy lifestyles, based on the stepwise regimen used in the Steno-2 study and other trial results [6, 9] . In the routine care group, general practitioners were advised to follow Danish national recommendations on diabetes treatment [10, 11] and received no further follow-up. We linked information about individuals with clinically incident diabetes to other Danish registers using unique civil registration numbers. We retrieved information on age, sex, education, marital status and redeemed cardio-protective medication (Danish National Prescription Registry [12] ). Education was categorised according to Unesco's International Standard Classification of Education
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. We calculated the score for the Charlson Comorbidity Index [13] using information from the Danish National Patient Register from 10 years before inclusion in the study.
Outcomes
Participants were followed for a median of 7.3 years to 31 st December 2013, when national registers were searched for information on vital status and incident CVD events. For death, the primary outcome was all-cause mortality (based on underlying cause of death). We used a composite of first event of cardiovascular death, non-fatal MI (ICD-10 codes I20 to I25, and I46) or non-fatal stroke (ICD-10 code I60-69, G45) to delineate an incident CVD event. Data on incident CVD events was gathered from the National Patient Registry, which records all inpatient and out-patient hospitalisations in Denmark.
Statistical analysis
Baseline characteristics were summarised separately in the intensive treatment and routine care trial groups. Patient groups were compared using the χ2 test for categorical variables and the t test for continuous variables. P-values <0.05 were considered statistically significant. Date of entry to the study was date of diagnosis of clinically-incident diabetes. Individuals were censored on the date of first event, death, emigration or 31/12/2013, whichever was earliest. Hazard ratios comparing mortality and incident CVD events between the groups were estimated with a Cox proportional hazards regression model. We used a Nelson-Aalen hazard function to generate a cumulative incidenc curve based on this model. Since allocation to the treatment groups was at the practice level, robust standard errors were calculated that take into account the two-level structure of the data, using the "cluster()" option in Stata. We adjusted for age, sex and the Charlson Comorbidity Index Score. In a sensitivity analysis, we further adjusted for education level among those with complete data for this variable (118 people had missing data for education). We calculated the proportion of participants who redeemed prescriptions for six cardio-protective medication classes in both groups during the following times periods: Patterns of redeemed medication during follow-up are shown in Table 2 . Before clinical diagnosis of diabetes, treatment groups redeemed similar proportions of anti-hypertensive, lipid-lowering, anti-depressant and anti-psychotic medication. However, the intensive treatment group redeemed higher levels of glucose-lowering and anti-thrombotic medication before diagnosis compared to the routine care group. During the follow-up period, there were large and statistically significant increases in the proportion of patients redeeming cardio-protective medication in both treatment groups. By the end of follow-up there were similar levels of cardio-protective medication in the two groups, although higher rates of redeemed antithrombotic medication persisted in the intensive treatment group. There were small increases in the proportion of the study population redeeming anti-depressant medication over time, and no change in the proportion receiving anti-psychotic medication.
Results
The median (IQR) duration of follow-up was 7.3 years (5.7, 9.4). During follow-up, there were 289 cardiovascular events (14.1%) in the intensive treatment group (incidence (95% CI): 20.7 (18.4; 23.2 per 1,000 person-years) and 258 events (12.6%) in the routine care group (incidence (95% CI): 18.4 (16.3; 20.8) per 1,000 person-years) ( Table 3 ). Following adjustment, there was no significant difference in incident CVD between the intensive treatment and routine care groups (HR 1.15,95% CI: 0.95 to 1.38) (Fig 2) . 1 Hazard ratios were estimated with a Cox proportional hazards regression model. Robust standard errors were calculated that take into account the twolevel structure of the data and any potential correlation between individuals within practices. Models were adjusted for age, sex, and the Charlson Comorbidity Index Score.
doi:10.1371/journal.pone.0170697.t003 During follow-up, there were 447 deaths (21.7%) in the intensive treatment group (mortality rate (95% CI): 30.0 (27.2; 33.0) per 1,000 person-years) and 419 deaths (20.4%) in the routine care group (mortality rate (95% CI): 29.8 (27.2; 32.7) per 1,000 person-years). Following adjustment, there was no significant difference in all-cause mortality between the two groups (HR 1.08 (95% CI: 0.94 to 1.23)) (Fig 3) . There was no difference in the overall result when adjusting for education level.
Discussion
We found no evidence for a spill-over effect from a multi-faceted intervention promoting the intensive treatment of people with screen-detected diabetes to those with clinically-diagnosed diabetes. There was no difference in the risk of incident CVD and mortality between the intensive treatment and routine care groups during seven years of follow-up. Rates of cardio-protective medication increased significantly over time in both groups. Investigation of a Spill-Over Effect in a Cluster RCT In a previous study examining the experience of individuals found with impaired fasting glycaemia or impaired glucose tolerance following screening in the ADDITION-Denmark trial, we showed that the training of general practitioners in intensive treatment of diabetes had no spill-over effect on these high-risk individuals [7] . There was no difference in rate of change in risk factor levels or lifestyle behaviours from screening to follow-up between individuals in the intensive treatment group compared to the routine group. There are very few other studies examining the spill-over effect of a trial intervention in general practice with which to compare our results. One study determining the effect of continuing medical education among family physicians on the quality of clinical care, found that when topics were of relatively great interest to physicians, the control group (who did not receive the continuing education package) showed as much improvement as the intervention group [8] . In terms of diabetes care, a recent meta-analysis of trials on quality improvement strategies concluded that interventions solely targeting health-care professionals seem to be beneficial only if baseline HbA 1c control is poor [14] . This finding was also observed in the ADDITION-Denmark trial [15] . This might be the case in this study as well. However, we do not have data on HbA1c values from the clinicallydiagnosed individuals in our analysis to complete this sub-group analysis.
There are a further explanations for the lack of a spill-over effect observed in this trial. Firstly, we did not aim to affect change in health practitioner behaviour with regards to treatment of clinically incident diabetes patients. As such, training and support of general practitioners in the intensive treatment of people with screen-detected diabetes may not be associated with any benefits for individuals found with clinically-diagnosed diabetes in the same practices. An alternative explanation is that general practitioners in both trial groups improved their management of screen-detected and clinically diagnosed diabetes patients. GPs taking part in ADDITIONDenmark were self-selected and might have had a special interest in diabetes (28% of invited GPs took part in the trial). The trial also took place against a background of increasing national interest in screening and early treatment for diabetes, which might have encouraged practitioners to improve detection and management of CVD risk factors. Furthermore, we observed a large and significant increase in redeemed cardio-protective treatment in both trial groups during follow-up, suggesting that both intensive treatment and routine care GPs changed their prescribing behaviour among clinically-diagnosed patients. Both trial groups had room for improvement in GP prescribing e.g. only 78% of clinically-diagnosed individuals redeemed glucose-lowering medication at the end of follow-up. This finding mirrors the main trial results among screen-detected individuals, where both treatment groups received higher levels of cardio-protective medication by the end of follow-up and there were only modest differences in levels of treatment and cardiovascular risk factors at the five-year health examination [6] .
Strengths and limitations
The Danish registry system allows a unique investigation of the long-term experience of individuals diagnosed with clinically-incident diabetes in ADDITION-Denmark practices between 2001 and 2012. Trial groups were well balanced for patient level characteristics at baseline. Outcome ascertainment was very robust. The Danish National Death Registry estimates 100% coverage of mortality based on death certificates, while the National Patient Registry includes 99.4% of discharges from Danish hospitals. Deaths and incident CVD events were coded blind to study group.
Our definition of clinically diagnosed diabetes was a proxy measure based on date of inclusion in the Danish National Patient Register and redemption of glucose-lowering medication at least twice within six months during the study period (2001 to 2009). While we did not have formal clinical diagnosis of diabetes for each person included on the Register, a recent validation of the algorithm for including patients in the Register suggests that it has a sensitivity of !95% and a positive predictive value of around 80% [16] . A further advantage of using registry-defined diabetes is that the entire Danish population is covered by uniform inclusion criteria and the dropout rate is nil. Since patients selected for the ADDITION-Denmark were !40 years of age at the time of inclusion of GP practices, we assume that the number of type 1 diabetes cases is likely to be low and similar in both groups.
While we were able to compare trends in redeemed medication to explore a potential effect of the intervention on GP prescribing patterns, it would also have been useful to examine diet, physical activity and smoking behavior to examine potential effects on motivation to change lifestyle behaviour. However, these data are not available for individuals with clinically-diagnosed diabetes in ADDITION-Denmark practices.
In conclusion, there was no evidence of a spill-over effect from the intensive treatment of people with screen-detected diabetes to those with clinically-diagnosed diabetes. The risk of incident CVD and mortality did not differ between trial groups.
